INTRODUCTION
Variations of human anatomy pose significant challenges in surgical procedures. The extremities, especially the upper limbs, are at risk of injury; nevertheless, the variations of brachial plexus are not rare. Almost half of anatomical variations in studies of human neural system have been presented from the brachial plexus by investigators. 1 The plexus supplies motor and sensory innervations to the upper limbs, constituted by the anterior rami of C5 to C8 and Tl. The plexus begins in the neck, crosses inferiorly over rib I, and descends the axilla. The brachial plexus divisions are roots, trunks and cords. One of the terminal branches of the lateral cord (C5-7) of the plexus is the musculocutaneous nerve (MCN). Normally, the MCN lies between the coracobrachialis muscle and the axillary artery and afterwards penetrates the muscle to descend among the biceps and brachialis, then continues on the forearm as the lateral cutaneous nerve of the forearm. Many surgical procedures of the upper extremities are associated with shifts in the muscles of the anterior arm compartment and MCN injuries; therefore, knowledge of this nerve is important for surgeons, orthopedists, and anesthetists.
The aim of this study was to present an anatomical variation of the median nerve and the MCN and the muscles that are innervated by these nerves. 2, 3 These findings were observed after dissection of a cadaver at the Department of Anatomy at Ilam University of Medical Sciences, Iran. (Fig. 1) .
CASE REPORT

DISCUSSION
It is necessary for surgeons, anesthetists and neurologists to identify the MCN during clinical procedures of upper limb. The MCN can be damaged with coracoids process grafting, shoulder dislocations, plastic surgery and arthroscopies. 4 Injury to this nerve leads to paralysis of the anterior compartment muscles of arm (brachialis, biceps brachii and coracobrachialis) and this disorder causes motor defects of the elbow joint (flexion) and sensory deficiency in the lateral compartment of the forearm. Therefore, in order to prevent damage to the nerve during surgical procedures, studies have been done on nerve variations. 5 Anomalies in the formation of the MCN and its communicating branches are common enough that Le Minor (1992) described five types of variations between the MCN and the median nerve. 6 Type I: a pattern without communication between the MCN and the median nerve. The MCN penetrates the coracobrachialis muscle and divides into three branches to innervate the coracobrachialis, biceps and brachialis muscles.
Type II: some of the fibers of the lateral and medial root of the median nerve pass through the MCN and then join to the median nerve in the distal coracobrachialis muscle.
Type III: the MCN stems from the lateral cord and after some distance sends communicating fibers to join the median nerve that is formed by the medial cord.
Type IV: The fibers of the MCN and the lateral root of the median nerve merge together and the MCN arises from the median nerve and then divides into branches to innervate the biceps, coracobrachialis and brachialis muscles.
Type V: The MCN nerve runs within the median nerve and the muscles are supplied by branches directly from this complex nerve (Fig. 4) .
This case report shows a different type of connection between the MCN and the median nerve compared to the five pattern types discussed by Le Minor. As a result, the MCN was not completely absent, and after being formed in two areas, it connects to the median nerve.
Our present study falls under the new type of division called type VI, where the fibers of the MCN and the median nerve of the right arm are connected in two areas and the biceps brachii and brachialis innervated by the MCN in the first and second separation from the median nerve respectively. Based on the division discussed by Venierators and Anangnostopoulou (1998) in relation to the coracobrachialis muscle, this report classifies three types. 7 Type 1: the relation between the MCN and the median nerves is proximal to the coracobrachialis muscle.
Type 2: the communication between the MCN and the median nerve is distal to the coracobrachialis muscle.
Type 3: the MCN branch does not pierce the coracobrachialis muscle.
The case in the present study is the type that does not pierce the nerve of the coracobrachialis muscle. We also observed this type of classification on the right side (Figs 2B and 3) and innervation of coracobrachialis after connection with median nerve. In a study done by Babu et al. (2016) the MCN did not pierce the coracobrachialis in two of the limbs. 8 However, the left side of the median and ulna nerve structure is normal (Fig 2A and 3) . CONCLUSION This study examines a case of variation of the median nerve associated with variations in distribution patterns of the MCN, which provides finding of possible anatomical variations of use in surgical approaches, clinical investigation and management of disorders of the upper limb.
